Background: -Primigravidae are at increased risks of complications during pregnancy and labour. If not properly anticipated and managed early, these complications can result in increased morbidity and mortality for both the mother and the baby. Aim:-To determine the pregnancy outcome in primigravidae at the Imo State University Teaching Hospital, Orlu. Methods: A three year retrospective study from May 2005 to April 2008 was undertaken. The case records of all primigravidae who delivered at the Imo State University Teaching Hospital, Orlu were reviewed. Results:-There were 584 deliveries during the period under review. Primigravidae accounted for 220 (37.7%) of all the deliveries. Majority of the primigravidae (66.8%) were booked. Most of the primigravidae (70.9%) delivered between 37weeks to 40 weeks. Spontaneous vaginal delivery (SVD) [53.6%] was the major route of delivery. Episiotomy was given in 71.2% of those that had SVD. The perinatal mortality was 18.6% whilst there were 6 maternal deaths, with obstructed labour accounting for majority of the deaths (80%). Conclusion: Early booking, prompt referral at the onset of complications, antenatal risk assessment and health education during pregnancy will improve pregnancy outcome in primigravidae.
INTRODUCTION
The antenatal period allows the opportunity for a woman, especially a primigravida, to receive information from healthcare professionals regarding pregnancy, childbirth and parenthood 1 . A woman who had registered with a health facility for antenatal care is said to be booked while others who may present with complications in emergency for medical attention are referred to as unbooked. Booked patients attend antenatal care where those that will require specialist support and help are identified while allowing uncomplicated pregnancies to progress with minimal interference. The choice of where to book for antenatal care are influenced by several including distance, cost and quality (perceived or real) 2, 3, 4 . During the antenatal care, the woman is provided with information on physiological and psychological changes during pregnancy, fetal development, labour and care of the baby. Evidence shows a greater acquisition of knowledge in women who has attended such classes compared with those who did not. 5 Other benefits of antenatal care are advice on modification of lifestyle (Smoking, alcohol consumption etc), control of common symptoms of pregnancy especially in the first trimester, screening for maternal and foetal complications.
The gestational age at delivery varies in every patient. Any delivery of a baby before 37 completed weeks of pregnancy is termed a preterm delivery. An expected date of delivery is given at 40 completed weeks of gestation and delivery at 38 to 42weeks of pregnancy is normal. There is a higher incidence of preterm labour, and delivery in first pregnancies 5 . Primigravidity is a risk factor for low birth weight which is associated with preterm delivery 7 . They are also at increased risk of intra-partum eclampsia, prolonged obstructed labour and fetal distress 5, 6 . The mode of delivery can be spontaneous vaginal delivery, caesarean section or instrumental delivery. Spontaneous vaginal delivery follows labour with expulsion of the baby and placenta per vagina. 7 Caesarean section is an abdominal delivery of the fetus and placenta through an incision on the abdomen and uterus following a variety of indications like cephalo-pelvic disproportion, placenta praevia, fetal distress in first stage of labour etc. 8 Instrumental delivery is the use of instruments either obstetric forceps or ventouse, to achieve vaginal delivery due to delay in second stage of labour, poor maternal effort, fetal distress, maternal morbidity like cardiac disease e.t.c. This requires expertise, assessment of mother's condition, pain relief and hydration to achieve success.
The perineal status can be episiotomy, perineal tear or an intact perineum after delivery. Episiotomy is an incision made in the perineum to enlarge the introitus when the baby is about to be delivered 9 . It can be performed when the clinician wants to use forceps or ventouse, breech delivery, occipito-posterior position of the head, delivery of preterm babies and to avoid perineal tear. Current scientific evidence shows routine episiotomy is not justified; it has no benefit for mother or infant, increases the need for perineal suturing and the risk of complications to the healing process at seven days post-partum, produces unnecessary pain and discomfort and has potentially harmful long term effects [10] [11] [12] [13] . It also contributes to sexual difficulty. Determining when not to give an episiotomy requires a lot of surgical judgment and common sense 14 . Perineal tears occur due to attempts at delivery procedures with a rigid perineum, shoulder dystocia, breech delivery and occipito-posterior position. It follows where episiotomy is required, but is not given. Depending on the extent, it can be first degree (involves the anterior part of the perineum), second degree (involves the perineum including the perineal body and the posterior vaginal wall) and third degree (involves the anal sphincter and anal canal). In deliveries with no perineal tear and episiotomy is neither required nor given, the perineal status is said to be intact. This study was undertaken to look at the pregnancy outcome in Primigravidae at the Imo state University Teaching Hospital, Orlu, Nigeria
MATERIALS AND METHODS
This is a retrospective study of pregnancy outcome in all primigravidae that delivered at the Imo State University Teaching Hospital Orlu over a 3-year period. case notes, labour ward delivery registers, theatre registers and postnatal ward registers. The following data were collected: The booking status, the gestational age at delivery, and mode of delivery perineal status after delivery, perinatal and maternal mortalities.
These data were analyzed using simple percentages and the results compared.
RESULTS
During the three-year study period a total of 220 primigravida delivered out of 584 deliveries. The mode of delivery of the patients are shown in Table 3 Spontaneous vaginal delivery was the commonest route of delivery (53.6%). Ninety-five (43.2%) had caesarean section while 3.22% (7) had instrumental delivery, mainly vacuum extraction. The leading indications for the Caesarean sections were cephalopelvic disproportion, failure to progress in labour and severe pre-eclampsia/ eclampsia Table 4 shows the perineal status after delivery.
A total of 125 (spontaneous vaginal plus instrumental deliveries) patients had vaginal deliveries with episiotomy being given in 71.2% (89) of these patients.
The perinatal death is shown in table 5. There were 41 (18.6%) perinatal death with 75.6% (31) of these being from unbooked patients. Majority of these deaths were from birth asphyxia (46.4%), prematurity (28.1%) and neonatal jaundice(18.6%).
Fifteen babies had some form of neonatal complications. The most common being neonatal jaundice (5 cases), asphyxia neonatorium (3), ophthalmia neonatarium(2) and birth trauma (2) . Two babies had exomphalous major and polydactyl.
There were 6 maternal deaths. Three of them were as a result of complications of prolonged obstructed labour, 2 from complications of eclampsia and the last one from puerperal sepsis. 
DISCUSSION
Once a woman achieves a planned pregnancy for the first time, she is referred to as a primigravida and needs to commence antenatal care (ANC) 15 The decision to commence the ANC is influenced by a lot of factors outside the woman like the husband or in-laws) 16 , cultural and religious beliefs about pregnancy and childbirth, fear of caesarean section and distance of the hospital from the place of residence. In this study, 66.8% of the primigravidae booked with the teaching hospital, which is similar to the 74% reported at Ilorin 17 .
The gestational age at delivery before 37 completed weeks was 15.9% in this study. This is similar to the 13.6% reported from Maiduguri 18 and the 13.9% reported from Benin 19 The factors that contributed to this were pregnancy induced hypertension, premature rupture of membrane and antepartum haemorrhage.
The rate of caesarean section in this study of 43.2% is higher than the 34.5% reported in Eku 20 though the Eku study was for all parity which may explain the difference. The caesarean section rate in the West African sub-region is 15-20% for all parities 21 . The instrumental delivery rate in this study was 3.2%. Similar studies showed instrumental delivery rates of 4.9% in Lagos 22 0.2% in llorin 23 and 0.81% in Ibadan 24 . These studies were for all parturients unlike this study that was for primigravidae alone.
Eighty-nine (71.2%) of the primigravidae that achieved vaginal delivery were given episiotomy. This is much higher than the 10% recommended by the World Heh Organization, 8 for all parturients. In Ibadan, 27.3% was reported for all parturients 11 , putting into consideration that primigravidae have 3.7 times likelihood of having episiotomy compared to multiparae (P<0.001) 11 due to the fear of perineal tear, these figures can be said to be similar.
Thirty-five (75.6%) of the perinatal deaths in this study were from unbooked mothers. This is similar to the 87% reported in Sokoto from obstetric emergences. Obstetric emergencies accounted for 90.2% of maternal mortalities reported in Sokoto 25 and Ibadan
26
. All the maternal mortality reported in this study were from unbooked mothers without antenatal care and presented as emergencies. Obstructed labour was the commonest cause of death in the study, and is also reported as a major contributor to maternal death in several series 27 
CONCLUSION
Primigravidae are high risk patients. If all primigravidae can book for antenatal care (ANC) and the hospitals adopt a comprehensive antenatal care package which would include adopting the WHO initiative on antenatal care 15 to reduce the frequency of visits and improve quality of service, we will have a far better outlook. There is need to involve decision makers (husbands, in-laws e.t.c.) in any antenatal care. Traditional and cultural beliefs should be modified and integrated into antenatal care package. Hospital delivery should be encouraged so that intervention can be prompt. Adequate facilities for intrapartum and postpartum care especially intensive newborn care units should be available in facilities where antenatal care and deliveries are conducted to attend to babies that will require serous attention. Standard management of pregnancy complications like PIH and PROM will improve outcome in the mother and the baby.
